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EDUCATION AND HEALTH STANDING COMMITTEE 
Eighth Report - Attention Deficit Hyperactivity Disorder in Western Australia 

MRS C.A. MARTIN (Kimberley) [9.20 am]:  I am pleased to advise that on 29 October 2004 the Education and 
Health Standing Committee presented to the Clerk its eighth report entitled “Attention Deficit Hyperactivity 
Disorder in Western Australia”, which was then deemed tabled.   
[See paper No 2974.] 

Mrs C.A. MARTIN:  The committee also took the opportunity to provide for tabling all submissions and 
evidence received during the inquiry, which comprised material from 11 public hearings, 83 submissions and 24 
individual evidence-gathering sessions.   

Attention deficit hyperactivity disorder and the use of psychostimulant medication as a mode of treatment are 
contentious issues.  The main reason for this ongoing debate is that, in most cases, children diagnosed with 
ADHD are subsequently treated with psychostimulants, in particular dexamphetamines.  It is cause for concern 
that the rate at which this medication is dispensed in Western Australia is disproportionately high when 
compared with the rate in all other States in Australia.   

From the commencement of the inquiry, the committee agreed that the rights of individuals, and particularly the 
rights of children and their parents, would be the key driver behind its deliberations.  The committee considered 
that the right to make an informed choice regarding the various treatment options that are available was of 
paramount importance, and played a major part in the development of this report.  With this in mind, the 
committee sought answers to why so many young Western Australians are being placed on medication for 
ADHD and whether other options are available to and accessible by people in the broader Western Australian 
community.   

The committee was aware of the many diverse pressures that are placed on those whose children, partners or 
students are diagnosed with ADHD.  The committee was also mindful of the pressure that is placed on the 
medical specialists who are charged with treating these people.   

A shortage of suitably qualified health professionals, misinformation about the condition, the stigma that is so 
unfairly attached to ADHD, the economic burden it presents and the potential for educational risks are just a few 
of the many hurdles that those living with ADHD consistently face.  For these reasons and others the committee 
has not attempted to make a determination on the legitimacy of ADHD; nor does it propose that one theory is 
more or less valid than another.  Rather, the committee notes the many divisions among medical professionals, 
researchers, support groups and parents who gave evidence or presented submissions to the committee 
throughout the life of the inquiry.   

First and foremost, the committee is concerned that WA is significantly out of step with the national average in 
the dispensing rate of psychostimulants for the treatment of ADHD, and believes that a precautionary approach 
is warranted, particularly because of the absence of studies into the long-term effects of stimulant use.  There 
was broad agreement among committee members that medication should not be the first line of treatment.  
However, the present arrangements within the state services lend themselves towards the “medication first” 
model, largely due to the difficulty of access to appropriate multidisciplinary treatment.  It is the view of the 
committee that the disproportionately high use of stimulant medication in WA most likely resulted from the lack 
of available multidisciplinary services.  The committee hopes that this report will provide further impetus in the 
quest to establish a number of multidisciplinary assessment and treatment teams within the WA health system.  
This State is fortunate to already have a blueprint for such an arrangement.  The depth of talent within WA’s 
health and education sector will provide the necessary expertise to ensure that this undertaking is successful.   

I take this opportunity to thank my fellow committee members - the members for Murdoch, Roe, Southern River 
and Geraldton, and the member for Roleystone, who was coopted for the duration of the inquiry - for their 
individual and collective contributions.  I also thank the staff of the committee, in particular principal research 
officers Karen Hall and Liz Kerr and research officer Peter Frantom, for their dedication and support throughout 
the inquiry.  I commend this report to the House.   

MR M.F. BOARD (Murdoch) [9.25 am]:  In tabling this report and speaking to it today, the committee, through 
this Parliament, is endeavouring to resolve what is a very difficult issue for the Department of Health, clinicians 
and particularly our community in Western Australia.  The committee believes that if the report is adopted in its 
entirety, in many ways it will lead the way in Australia in dealing with this difficult area.  In fact, it could have 
ramifications on an international basis.  Such is the concern with ADHD, the lack of information about the 
condition, and the problems associated with the diagnosis of ADHD and its subsequent treatment that a 
Government, particularly this Government, must take a strong approach to this issue and must lead our 
community to try to deal with it.   
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I first commend the Parliament, because the Parliament referred the inquiry to the committee.  There have been 
very few referrals to our standing committees by resolution of the Parliament under the standing orders.  I 
commend that practice, because it is a good use of the committee process.  In a bipartisan way and through 
incredibly expert research - I will mention our support in a moment - the committee has come up with a 
comprehensive study and a set of findings and subsequent recommendations of which it can be very proud and 
which will become definitive for both the diagnosis and treatment of ADHD.   

As the chair of the committee has said, the committee did not set out to try to prove the existence or otherwise of 
ADHD.  We found that nobody could agree.  In fact, experts from all over the country and other jurisdictions 
around the world, whether they were child psychologists, psychiatrists or paediatricians, had diametrically 
opposed positions.  Their opinions differ, for example, on how people contract this condition.  Is it a definitive 
condition or does it involve a set of comorbid conditions?  Is it a matter of one hat fitting all, and the tag of 
ADHD is therefore attached to it?  Ten different comorbidity issues could be associated with it, with some of 
higher and others of lower importance.  On the other hand, it might be a physical condition that is brought about 
by an imbalance in brain conditions.  The reality is that nobody can agree.  The difficulty for us as regulators and 
legislators is that if our experts cannot agree, what is our community’s opinion on this issue?   

How can Western Australia have six times the national average of people, and particularly young people, on 
psychostimulants without there being certainty about what we are doing?  The committee found that in most 
instances the medical profession errs on the side of caution, saying that as something has not been proved it will 
take a slow, cautious approach.  However, the opposite seems to occur with ADHD.  Anybody who seems to 
have a symptom of attention deficit hyperactivity disorder, whether it is identified by a school or by a local 
general practitioner, ends up on psychostimulants.  Western Australia has a very high prescription rate for that 
medication.  We also found there was no evidence in Australia or elsewhere that the long-term use of 
psychostimulants was not harmful.  We did not find that it was harmful or that it was not harmful; there just was 
not sufficient information available and no long-term studies have been done.  It was of concern to the 
committee that so many people in Western Australia were diagnosed as having ADHD, and other States of 
Australia were looking at Western Australia and saying, “What is happening in your State?  Are you good at 
what you do, and we just haven’t picked up all of these problems in our States, or are you overactive in a 
particular area and maybe you are not providing enough alternatives and resources in other areas to deal with 
these conditions?”  We found that the latter was true.  We found that in Victoria in particular a range of cost-
effective opportunities were available for people outside the private sector and in the public sector, so people 
could take a multidisciplinary approach.  In those circumstances it seemed that the use of psychostimulants was a 
last case scenario rather than a first case scenario.  Yes, they do work and it is a legitimate course of action, but 
we should try some of these other things first before we go down that path.   

The committee found that the use of psychostimulants was an effective treatment for ADHD, as it would be for 
anyone.  It is a behaviour-modifying drug.  It would affect your behaviour, Mr Speaker, mine and anyone’s, but 
we do not know whether it is a masking drug rather than a drug that will fix the problem and whether it creates 
long-term addiction to the drugs or other substances.  The committee felt that it ought to provide alternatives for 
the community to explore.  That was the drive behind the committee.  This report does not single out or aim to 
bash any particular group.  The committee is not after clinicians, paediatricians or people who appear to have 
been overactive in prescribing.  Yes, we are concerned about that, but we hope they have been acting in good 
faith with their patients.  The reality is that they may not have had enough information, training or other 
alternatives available that were cost-effective for the community.  Psychostimulants are cheap.  
Dexamphetamine is available under the Pharmaceutical Benefits Scheme and it is an effective and cheap 
treatment for what appears to be a one-hat-fits-all problem.  The committee found, from all the advice, 
information and evidence put before it, that it may not be acting in the long-term interests of the community, 
particularly young people. 

This report contains a strong set of recommendations about trying to resource an important area.  We are talking 
about 11 500 people in Western Australia alone being diagnosed with ADHD and possibly much higher 
unrecorded figures.  It is a significant issue, one that is underresourced and that we in this State must take stock 
of, because we are talking about young people’s lives, their futures, their studies, employment, the way they 
adapt in society and the people they make friends with.  We know it is a difficult issue for parents.  Much of the 
committee’s work has been driven by the concern of parents about whether they are doing the right or wrong 
thing for their children.  They are concerned about the long-term effects of giving psychostimulants to children 
as young as four.  Although we are not questioning the medical advice of paediatricians or child psychiatrists, we 
do question the fact that some have a particular view and others have a diametrically opposed view.  For the 
committee that means there needs to be a debate in the medical community to discuss the evidence and reach the 
right conclusion.  The committee has been very proactive in a particular area without having scientifically based 
evidence available to guarantee the community that it is doing the right thing.  This report analyses those issues 
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and accurately sets out its findings on the evidence put before the committee.  It sets out recommendations 
which, if followed, I believe will make the situation much clearer for clinicians, practitioners, the Department of 
Health and our community.   

In closing, I particularly thank Liz Kerr and Peter Frantom.  The committee could not have found more dedicated 
and greater expertise.  These people have worked very hard, beyond the call of duty, on weekends and nights.  
This Parliament can be exceptionally proud of their expertise and commitment to making sure that this report is 
correct and balanced, and that it is a document we can all be proud of.  I thank them very much for their support. 

MR P.W. ANDREWS (Southern River) [9.35 am]:  I also recommend the report to the House.  This is a very 
good report and it contains some very precise, strong and achievable recommendations.  There are a number of 
reasons this report is so important to Western Australia.  One of the reasons stated by the member for Murdoch 
and other members who have appeared in the media over the past few days is the very important fact that 
Western Australia has four times the national average of children on amphetamines for the treatment of ADHD.  
In fact, it is nearly six times the national average if the figures for WA are excluded, and that is a cause for 
concern.  Although amphetamines have been used in various treatments for diseases and conditions for a number 
of years, supposedly since the 1930s, there is no evidence that their use on young children is safe.  No long-term 
studies prove this to be so.  In the United States there is emerging evidence that they are not safe.  However, the 
same could be said of many other forms of medication.   

The committee’s next point of concern was that, although it accepts that amphetamines change a child’s 
behaviour, it queried whether that leads to what I call long-term life gains for that individual child.  It has not 
been established whether simply giving children medication, which makes them more attentive, in the long term 
actually delivers better life outcomes.  We do not know whether this medication is safe if taken over a long 
period.  We suspect that it might not be overly dangerous and that it can depend on an individual’s biology, but 
we question whether anything is achieved by its use in the long term.  There is also the issue of informed 
consent.  If a doctor recommended that any one of us take medication and told us what it would achieve and that 
it would make us feel better and solve our medical problem, but that it could have certain side effects, we could 
make an informed decision and exercise our free will.  We would give informed consent.  Children cannot 
exercise informed consent.  As I have said before, I do not want to come before a parliamentary committee in 20 
years to be asked whether I knew that 11 500 children in Western Australia were prescribed amphetamines for 
the treatment of ADHD, to which I would have to reply yes.  If I were asked whether I knew there were no long-
term studies to prove that it was safe, I would reply yes.  The committee might also ask whether I knew there 
was no evidence to establish the long-term effects, and I would reply yes.  I do not want to be put in that 
situation in the future, when we find out that it is not safe and that nothing was done to make sure that a balanced 
approach was taken in the use of amphetamines for the treatment of ADHD. 
Another issue that is of great importance to people in Western Australia is the misdiagnosis of ADHD.  It is a 
very subjective diagnosis, one based on language rather than medical tests.  There are no blood tests or imaging 
available for the diagnosis of ADHD.   
There is also confusion about the cause of the types of behaviour that have been given the label “ADHD”.  There 
is a great deal of concern about the nebulous nature of the symptoms that are associated with it.  What is of great 
concern to parents, teachers, the medical profession and other sections of the community is that many children 
are taking amphetamines and they do not know whether long-term harm is being done or what the long-term 
effects are for that group of people who cannot give consent. 
The first rule of medicine is to do no harm.  There is a huge debate about whether the use of medication for the 
treatment of ADHD is effective.  There is a huge debate about the very biological existence of ADHD.  There is 
so much doubt about it that we must question whether the first rule of medicine has been understood by the 
medical profession and the wider community.  The first rule is to do no harm.  Why has this situation developed 
in Western Australia?  One possibility is that the medical profession in Western Australia considers that the 
medical approach to the treatment of ADHD is the best approach.  One distinct possibility, given that Western 
Australia’s rate of children on amphetamines is four or six times higher than that in the eastern States, is that we 
are more advanced.  I will use my note of the reported words of Dr Trevor Parry, who said that it really means 

. . . that the other States that have lower rates have some catch-up to do. 
He gave the example of Victoria, and said - 

. . . which has the lowest rate, because it has not strongly believed in the existence of ADHD, nor has it 
trained its paediatricians accordingly until quite recently. 

Therefore, Dr Parry attributes the rate in Western Australia to the belief that ADHD is a biological or 
neurological disorder, and to the style of training of paediatricians in Western Australia. 
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Another reason that we are out of kilter with the rest of Australia was put forward by Dr George Halasz.  He 
referred to the “dumbing down” of child mental health assessment, diagnosis and treatment.  He said that by 
“dumbing down” he meant - 

the art and science of the assessment of child behaviour had become merely the chronicling of a set of 
symptoms. 

He said that this erosion is in part due to the nature of training new doctors, which provides little opportunity to 
impart an understanding of the importance of a development perspective.  He also pointed to reduced time for 
patient care.  He said that it was hard to believe that 50 to 60 minutes is an adequate time to assess the 
development of a child’s symptoms of overactivity, inattention and restlessness. 
The committee also found that there was influence from the United States, where careers and empires are built 
on ADHD.  I do not believe that we in Australia are greatly influenced by drug companies, but I do believe that 
we are influenced by trends overseas which, in turn, are influenced by drug companies.  Again, it is no different 
from drug companies sponsoring other forms of research in medicine. 
I also point out that the medical model has been applied when there is a vacuum of services available to 
struggling families and children with ADHD difficulties.  One bureaucrat in South Australia told us that it was a 
cheap and effective way of handling the problem.  I suggest that medication might be cheap in one way, but it is 
certainly expensive in another way, and we doubt the effectiveness of it alone.  We in this State will not proceed 
on the basis of putting drugs into children simply because they are cheap and effective. 
I am about to run out of time.  I thank our staff for preparing the report.  Liz Kerr and Peter Frantom are 
wonderful people.  Committee members have come from many different perspectives on this issue.  I came with 
a completely open mind.  The committee made extensive investigations into the issue.  I thoroughly recommend 
that the various professional bodies of doctors and teachers get their house in order, particularly to acknowledge 
that there is a diversity of opinion in Western Australia about the existence of ADHD as a neurological or 
biological disorder, and look at alternatives that should be available in the community for the treatment of 
children with ADHD.  I want children in this State to be treated as individuals, to have their problems looked at 
as individual people, and for professional bodies to not simply whack a label on everyone and use one type of 
treatment. 

MR R.A. AINSWORTH (Roe) [9.45 am]:  I support this report.  It is probably an indication of the value to the 
Parliament of the committee process that the members of three political parties can get together and consider a 
very difficult and divisive topic in some areas of the community, whether that be the general or medical 
community.  We were able to look at the problems surrounding the condition commonly known as ADHD and, 
in an objective way, try to unravel some of the mystery surrounding it and point the way forward so that a better 
approach can be made for the benefit of everybody concerned, from the whole community down to an individual 
child who is the recipient of medication. 

One key issue concerned me initially.  I am fortunate that no-one in my immediate family has been diagnosed 
with an attention deficit disorder of any kind and, therefore, I do not have any direct experience of the condition.  
However, I have some knowledge of it through other connections with my family.  My wife is a schoolteacher 
who sees a range of children who have been diagnosed with ADHD and others who have exhibited disruptive 
behaviour.  Given the approach taken by some people in diagnosing these disorders, these children might well 
have been diagnosed as ADHD sufferers if they had gone through a different process.  Yet there is so much 
doubt about the cause of these behavioural issues, that it raises major questions in my mind about the efficiency 
of the existing process for assessment.  For that reason, I found this committee process, and the information we 
received over many months of the committee’s deliberations, extremely enlightening.  The major concern in 
Western Australia, as other speakers have said, is that, effectively, six times more people in Western Australia 
are diagnosed with ADHD than in the other States.  That is partly because Western Australia does not take a 
multidisciplinary approach to the problem.  I believe that is very important to the assessment of these people, 
particularly children. 

It concerned me, as the previous member said, that the approach taken to addressing ADHD in another 
jurisdiction was that medication was cheap and effective, therefore, that was the best treatment.  There are many 
cheap and effective methods of dealing with other problems.  However, that is quite clearly the wrong approach 
to ADHD.  The fact that the methods are cheap and effective is not the first reason they should be used; it is the 
last.  The reason for using a process to deal with a problem should be that it is the right way to go and achieves 
the right result.  If it means it is a more expensive approach, such as the multidisciplinary approach to ADHD, 
but it achieves the best results, that is the way the problem should be approached, rather than taking the most 
economic approach.  When we are dealing with children’s health, in particular a problem as difficult as ADHD, 
economics should not be the driving factor; it should be the last rather than the first consideration.   
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This report recommends a positive move forward.  It does not make judgments on individual cases or 
practitioners; it does not condemn parents who have taken their children to professionals and had them put on 
medication.  It does not condemn them for doing that because the committee fully understands from evidence 
given to it the great stress that some behaviours place on families and the difficulties children have coping with 
social situations at school and in the broader community.  The committee’s report does not condemn those 
people in any way, nor does it condemn the practitioners who have prescribed the medication.  There is a 
problem but it is very loosely defined because there is no clear evidence of a physical condition around which a 
boundary can be put to indicate that it is ADHD and that everything outside it is something else.  The edges are 
very blurred; there is a range of behaviours that would fit some of the criteria for assessment as ADHD, but in 
many cases the behaviours are brought about by a range of other conditions that have nothing to do with what is 
described as ADHD.  A lot more work needs to be done in the assessment process.  In addition, a lot more work 
needs to be done in looking at the long-term effects of medication: does the medication have future side effects 
and does it provide a cure or a behavioural change that masks an ongoing problem that will not be cured by the 
medication?  A lot of questions still need to be answered.  Most importantly, this report points the way to help 
Governments of the future make decisions to invest in the required amount of multidisciplinary approaches to 
the assessment of these problems.  We do not want parents wondering whether they have done the right thing by 
accepting a recommendation to put their children on medication; not do we want practitioners feeling frustrated 
by being left on their own to make a diagnosis to help people who, in some cases, are extremely frustrated by the 
problems caused by behaviour in their children.  There is often nowhere else for them to turn.  A better 
investment for the community is more research into a multidisciplinary approach and the provision of services.  I 
commend this report to the House and I hope and trust that its recommendations will be taken up quickly. 

MR S.R. HILL (Geraldton) [9.52 am]:  I also commend this report to the House.  My colleagues have covered 
most of the issues I was going to talk about.  I raise an issue that occurred in my family.  My family suffered a 
dilemma many years ago when my mother adopted a young child into our family.  The young child had some 
learning issues.  As a family unit we found that whenever we wanted to attend a birthday party or something 
similar, our mother would think of an excuse and one of us would stay at home to look after the adopted child.  
A number of people have dropped in to my electorate office to advise that similar things have happened to them.  
I heard many stories as part of the committee.  I was advised that parents could not take some children to a 
school assembly or that a family could not attend a birthday party because a child was playing up or something 
like that.  I want that on the public record because, in my electorate of Geraldton, a lot of these issues are part of 
the make-up of some families.  I must admit that we did not have a bad family unit.  The child suffered some 
form of chemical imbalance; I still do not know what it was.  I used to think that the child was simply playing up 
for the sake of it.  My mother would think of every possibility to try to calm the child down.  Credit goes to my 
mother and father because they would not put her on medication.  They looked at all the options.  Mum would 
persevere and say she would not put the child on medication.  Other siblings in the family, me included, would 
tell her that it was embarrassing.  As older children, we would often have to take the child with us to places.  We 
would walk down the main street in Kalgoorlie and wonder what she was going to do that day.  Looking back, I 
can see that my mother made the right decision.  The child has now grown into a young woman and has her own 
family.  As a family unit, we did the right thing.  People have rung me in my office in Geraldton with horrendous 
experiences of children with difficulties. 
I pay tribute to the staff of the committee, particularly Karen Hall.  She has been a great asset to me.  During my 
first term in Parliament she has helped me with this and other reports.  I also thank Liz Kerr, who has also been a 
great support, and Peter Frantom.  Without these people the committee would not have produced such a first-
class report.  I commend this report to the House. 
MR M.P. WHITELY (Roleystone) [9.55 am]:  As many members know, I have been interested in this issue for 
almost 10 years.  Unfortunately, I have only 10 minutes in which to speak on 10 years experience, commitment 
and passion on this issue.  I will begin with thanks.  I thank Liz and Peter for doing a fantastic job.  Without their 
thorough research, backup and capacity to research the truth this report would not be as meaty and accurate as it 
is.  I also thank my fellow committee members.  I pay particular thanks to the retiring member for Murdoch.  He 
brought a different perspective to the report.  We have ended up in the same place and I commend him for his 
bipartisan approach and professionalism.  I also commend the member for Southern River for his passion, 
interest and support on this issue over a number of years.  He played an essential role in questioning the science 
presented to the committee.  He often played the role of devil’s advocate, arguing against himself in order to 
elicit good information.  I commend him for the role he played.   

The key recommendation of the report is basically for the establishment of more units like Bentley Hospital.  I 
refer to the key action of another report, which states - 



Extract from Hansard 
[ASSEMBLY - Thursday, 11 November 2004] 

 p8024c-8030a 
Mrs Carol Martin; Mr Mike Board; Mr Paul Andrews; Mr Ross Ainsworth; Mr Shane Hill; Mr Martin Whitely 

 [6] 

That State child health services be resourced further to establish multi-disciplinary teams for the 
assessment and treatment of children with attention disorders.  Such teams can provide an integrated 
approach to case management and on-going monitoring not currently available in Western Australia.   

The report to which I refer is dated July 1996.  It was the “Report of the Technical Working Party on Attention 
Deficit Disorder to the Cabinet Sub Committee” of the previous Government.  The report highlighted concerns 
about sloppy diagnostic practices and the lack of a multidisciplinary approach.   

I have been interested in this for a long time.  Although I know it is somewhat ungracious to say “I told you so” I 
wrote an article on this issue for the Fremantle Herald in 1998.  I had already campaigned on it for 
approximately 18 months highlighting the need for action then on attention deficit disorder.  It was obvious 
where we were going; the problems were obvious back then.  The rates of prescription in Western Australia 
when we first knew about misdiagnosis and over-prescription in 1996 - when the report was produced - were 
one-sixth of what they are today.   

Our report promotes the idea of establishing more Bentley units and of taking a more holistic approach to finding 
out what is wrong with children, if anything.  Assessing a child as a whole is an idea that is well overdue.  There 
is no excuse for any further delays in implementation of that process.  Bentley has done a tremendous job.  I 
acknowledge two mothers in the public gallery, Kathryn and Julie, who have been powerful advocates for the 
Bentley unit and the great work it does.  I thank them not only for their capacity to worry about their own 
children but also for the way they have put their story into the public domain.  I thank them sincerely from the 
bottom of my heart.  Without their powerful stories we would be further behind than ever. I thank them for the 
great work they have done. Other people are in the public gallery - Shelley, Pauline and the crew.  I thank them 
for their support, energy and initiatives.  I also thank my mother and Linda for the great work and support they 
have given over the years I have campaigned on this issue. 

The key recommendation of this report is undoubtedly to establish more Bentley-type clinics at the diagnosis end 
of the process.  Public sector multidisciplinary teams should be developed to find out what is wrong with 
children who have problems so that they can match the treatment to the underlying cause.  That may mean that in 
a very small number of cases, children need medication.  Some children who are referred to the Bentley Hospital 
are given medication and some of those already on medication continue to take it.  However, that is a minority of 
cases.  The fundamental problem with the diagnosis of attention deficit hyperactivity disorder is the way it is 
diagnosed as a one-size-fits-all condition.  It is diagnosed as an overarching condition when solutions should be 
tailored to the causes.  Children should not be simply given medication as a means of managing their symptoms, 
as presently happens.  

I offer a word of caution: money could be spent on establishing more Bentley-type clinics but the problem could 
be worsened if the implementation of the recommendations of this report is left in the hands of those who 
presently control the debate on ADHD in Western Australia.  There are two divergent schools of thought on this 
issue and a view somewhere in the middle.  One view, which is the dominant position in the United States of 
America and in Western Australia, is that ADHD is an inherited biochemical imbalance in the brain that is best 
treated with “safe, effective” medication; namely, amphetamines.  I reject that.  It is a universal view and lumps 
together all kids with problems.  It fails to deal with the underlying cause.  At the other end of the spectrum are 
some powerful and persuasive arguments that ADHD is a total fraud.  However, I reject that also because people 
such as Dr Michelle La Rose from the Bentley clinic have done fantastic work with families such as those of 
Catherine and Julie to get their kids’ lives in order.  However, doctors at the Bentley Hospital occasionally place 
a very small minority of children who are diagnosed on medication.  They do see children benefit from 
medication when its dosages are low and controlled and it is applied as a short-term, monitored intervention.  
That is the approach that underlies the recommendations in this report.  If people like Dr Michelle La Rose and 
Dr Helen Milroy - many years ago she was dux of Como High School when I attended that school; she is a 
fantastic lady - drive the implementation of the recommended multidisciplinary teams, children with difficulties 
will have their needs looked after.  They will ensure that only the children who need the medication and will 
benefit from it will receive it.  If the implementation process is not controlled by those who take a cautious 
approach to the use of medication, simply establishing Bentley-type clinics will worsen the problem.  We must 
be absolutely clear about that.  

The member for Southern River touched on the issue of informed consent.  Parents who take their child to a 
paediatrician are told that their child has a biochemical imbalance in the brain that would be best treated with 
safe, effective medication.  Scientifically, that is a highly questionable statement.  Parents must be told how the 
diagnosis is made, that it is based purely on behavioural observations, what are the diagnostic criteria and who 
has provided the evidence to substantiate the diagnosis.  They must also be told that, in some cases, the 
medication has severe side effects and they must be told the truth about the long-term studies of the use of 
stimulant medication; that is, we do not know its effects.  The MTA study is often dragged out as a longitudinal 
study by people who advocate that amphetamines are safe for the use of children.  That is a scientifically invalid 
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and fundamentally flawed study, as are many of the hundreds of studies often used to justify the use of 
amphetamines.  

A recommendation in the 1996 report on ADHD recommended the removal of en bloc authorisation and the 
tightening of stimulant monitoring.  I give credit to the former Minister for Health, who did a fantastic job of 
implementing the stimulant monitoring notification system and removing en bloc authorisation.  He and I 
worked together on this.  Although the evidence is not conclusive - exact data on the situation before the changes 
is not available - on the best available evidence, it looks as though there has been a 20 to 40 per cent drop in the 
number of children medicated.  Based on my best estimate, it appears that the figure of 11 500 children on 
medication has been reduced by 20 to 40 per cent.  We are talking about changing the lives of 4 000 to 8 000 
children.  I thank the previous Minister for Health for that very important achievement.  Making doctors 
individually accountable for the scripts they write was a crucial first step in controlling the number of 
prescriptions issued.  It is one of the two recommendations that came from the 1996 report.  The second key 
recommendation was to establish more Bentley-type clinics.  That is an urgent requirement; we need them now.  
We must also ensure that the people who drive the process and who are responsible for implementing the 
tripartisan - Labor Party, Liberal Party and National Party - recommendations in this report operate from the 
basic philosophy that amphetamines should not be prescribed to a child, who has a developing brain, when the 
long-term consequences are unknown unless every other possible treatment has been eliminated and the child 
has undergone a whole assessment and has the opportunity to develop drug-free to the best of his capabilities. 
 


